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World TB Day —- March 24, 2006 


World TB Day is March 24. This annual event com- 
memorates the date in 1882 when Robert Koch 
announced his discovery of Mycobacterium tuberculosis, 
the bacterium that causes tuberculosis (TB). Worldwide, 
IB remains one of the leading causes of death from 
infectious disease. An estimated 2 billion persons (i.e., 
one third of the world’s population) are infected with 
M. tuberculosis. Each year, approximately 9 million per 
sons become ill from TB, and approximately 2 million 
die as a result. World TB Day provides an opportunity 
for TB programs, nongovernmental organizations, and 
other partners to describe TB-related problems and solu 
tions and to support TB control worldwide. 

During 1985-1992, after more than 30 years of decline, 
the number of TB cases reported in the United States 
increased by 20%. This resurgence generated a renewed 
emphasis on TB control and prevention during the 1990s, 
which reversed the trend. Although the 2005 TB rate was 
the lowest recorded in the United States since national 
reporting began in 1953, the average annual decline has 
slowed during the past 3 years, multidrug-resistant TB 
remains a threat, and disparate rates of TB persist among 
certain racial, ethnic, and foreign-born populations. 

Many states are offering educational programs organized 
by local TB coalitions in recognition of World TB Day. 
For example, the Georgia Department of Human 
Resources, Division of Public Health, Tuberculosis Pro- 
gram is hosting an observance recognizing the activities 
of a coalition working to reduce disparities in TB among 
blacks in the Atlanta area. Additional information about 
World TB Day and CDC TB-elimination activities is 
available at http://www.cdc.gov/nchstp/tb/worldtbday/ 


2006/activities.htm. 


Emergence of Mycobacterium 
tuberculosis with Extensive 
Resistance to Second-Line Drugs — 
Worldwide, 2000-2004 


; : , 
During the 1990s, multidrug-resistant (MDR) tuberculo 
lB), defined | land 
sis (1 b), defined as resistance to at least isoniazid and rifampin 
emerged as a threat to 1B control, both in the United States 
] ] ] ) ) 
and worldwide (2). MDR TB treatment requires the us« 
of second e drugs (SLDs) that are less effective, more tox! 
or een oe Oe pune FY APs ee 
d co first-line isoniazid- and rifampin-based re 
a, (a. Va See ck ry ae ht 
ns (3). In 2000, the Stop 1B artnerships Green Lig 
PF = sn 
(Committe¢ created to increase access to SLU s worldwide 
vhile ensuring their proper use to prevent increased drug 
resistance. While assisting MDR TB treatment programs 
} -d 
voridwide, the committee encountered reports of multip! 
ses Of IB | sistanc¢ oO 1\ all SLDs lo ssess tn 
trequ 1d distribution of extensively drug-resistant (ADR 
| > T ] \ . 2S 1 \ ] 
B« CDC and the World Health Organization (WHO 
j | . 64 | 
surveyed an international network of IB laboratories. This 
report summarizes the results of that survey, which determined 


that, during 2000-2004, of 17,690 TB isolates, 20 were 


MDR and were XDR. In addition, popul 
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TABLE 1. Number and percentage of multidrug-resistant tuberculosis (MDR TB) and extensively drug-resistant tuberculosis 
(XDR TB) cases, by geographic region and year — worldwide, 2000-2004 








Geographic region No. (%) i No. (%) No. (%) No. (%) 


industrialized nations” 








2000 _ 200 2002 2003 2004 _ Total __ 





Central and South America 


Countries of eastern Europe/western Asia’ 


Africa and Middle East** 


Asia (other than South Korea 
Total (excluding South Korea) 


South Korea 
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TABLE 2. Tuberculosis treatment outcomes among patients with 
extensively drug-resistant tuberculosis (XDR TB) and multidrug- 
resistant tuberculosis (MDR TB) — Latvia, 2000-2002, and United 
States, 1993-2002" 





XDR TB MDR TB Relative risk 
No. (%) No. (%) (95% Cit) p-value 





Outcome 
Latvia$" 
Total 115 





jre/Completior ) (61) 
Death/Failure 
Death 
Failure 

United States™** 

Total 

Completior 


Deatt 





inciusion > ! 
for MDR TB treatr 
' Confidence interva 
Outcome definitions used are based on international standard 
1 Excludes 83 pa th MDR TB) fror 
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ited therapy w 
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XDR TB was based 
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rar 1 dotin; 
proposed definition 


ruidelines for program 
commend 
treatment with 

Cherefore, with three or fewer 

| 


which the infecting organism 1S susceptible, treatment of 


patients iS unlikely tO meet intern 


| | j | 
et int ional standards. ||} 
ings in this report indicate that XDR TB has a wide geographic 


j 


' , , 
distribution includin thin the United States, and ts associ- 


ated with worse treatment outcomes than MDR TB. A grow- 
ing number and proportion of XDR TB cases could seriously 
hamper IB control globally. 

[he numerous outbreaks of MDR TB during the early 1990s 
were harbingers of a global epidemic. During 1994-2002, the 
WHO Global Project on Anti- TB Drug Resistance Surveillance 


coordinated data collection on more than 250,000 patients from 


109 countries (or regions within large countries), representing 


42% of the world’s population (2). On this basis, WHO esti- 
mated the annual burden of MDR TB to be approximately 
300,000—600,000 cases and the prevalence of MDR TB to be 
threefold higher than the annual incidence, primarily in low- 
and middle-income countries.£ The emergence of XDR TB, 
coupled with increased use of SLDs, suggests that urgent mea- 
sures are needed to establish population-based surveillance for 
SLD resistance and to plan public health responses. However, 
existing tests for susceptibility to SLDs are less reproducible 
than tests for susceptibility to isoniazid and rifampin, and bet- 
ter methods are needed (7). 

Implementation of effective TB-control programs after the 
resurgence of TB during the 1990s improved TB treatment 
outcomes and reduced TB and MDR TB transmission and 
incidence (8). Building upon the WHO DOTS framework and 
the initial implementation of MDR TB management under 
programmatic conditions (DOTS-Plus), the new Stop TB Strat- 
egy provides a comprehensive program against MDR TB with 
demonstrated feasibility and effectiveness in both low- and 
middle-income countries (9,/0). However, SLDs are available 
worldwide and are not dispersed only by well-organized TB- 
control programs. Improper treatment of patients with drug 
resistant IB (e.g., use of too few drugs or drugs for too short a 
time or relying on limited access to poor quality SLDs) might 
lead to increases in XDR TB. Management of MDR TB in 
DOTS-Plus programs that rely on quality-assured and interna 
tionally recommended treatment regimens administered under 
strict supervision must be scaled up and strengthened to stem 
further SLD resistance and spread of XDR TB 

lhe findings in this report are subject to at least two limita 
tions. First, SLD testing methods and results have varied because of 
the lack of international standards and the limited reproducibil 
ity of drug-susceptibility testing for certain drugs (6). For this 
survey, testing methods and specific drugs tested varied by SRL. 


r 


Second, the SRL data were drawn from a convenience sample of 
isolates and might reflect a referral bias; SRLs are likely to 
receive isolates from retreatment cases, treatment failures, or othe: 
complex TB cases. Regardless, these data indicate that XDR TB 
is geographically widespread. The population-based data from 
South Korea, the United States, and Latvia provide a more rep 
resentative picture of XDR TB on a population level in three 
disparate regions of the world and confirm that XDR TB has 
emerged in multiple settings, including the United States where 
I'B control has been efttective for many years. 

Despite these limitations, this report documents the existence 
of XDR TB as a serious and emerging public health threat. 
Population-based surveillance data are needed to describe the mag- 


nitude and trends of XDR TB worldwide. Activities to detect 
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cases for 2005 than for 2004. The top five states reporting 
additional cases were Ohio (+41), Illinois (+28), South Caro- 
lina (+28), Virginia (+26), and Florida (+20). Seven states 
California, Florida, Georgia, Illinois, New Jersey, New York, 
and Texas) reported more than 400 cases each for 2005; com- 
bined, these seven states accounted for 59.7% (8,414 cases) 
of the national total. 

IB rates in reporting jurisdictions ranged from 0.0 (Wyo- 


ming) to 10.2 (DC) cases per 100,000 population in 2005 


median: 3.5 cases). Thirty-two states and DC had lower rates 
in 2005 than in 2004; 18 states had higher rates. In 2005, for 
the first time since national reporting began, more than half 
of the states (26 [52.0%]) had TB rates of 3.5 or less 


Figure 1); 


however, eight (30.8%) of the 26 had higher TB 
rates in 2005 than in 2004 

During 2005, a total of 6,376 cases (45.2%) were reported 
among U.S.-born persons, a decrease of 63.4% compared with 
1993 (Figure 2). The 2005 TB rate for U.S.-born persons was 
2.5, representing a 66.3' » decline from the 1993 rate of 7.4. 

Among foreign-born persons in the United States, 7,656 
cases (54.3%) were reported for 2005. Although the total for- 
eign-born population in the United States has increased 61.6% 
since 1993, the number of TB cases reported in this popula 
tion has not changed substantially, resulting in a decline of 
36.0% in the TB rate among foreign-born persons (from 34.0 
in 1993 to 21.8 in 2005). The rate ratio of TB in foreign 


born persons to U.S.-born persons increased an average of 


> 


6.6% per year during 1993-2002 but increased an average of 


0.5% per year during 2003—2005. More than half (56.0%) of 





FIGURE 1. Rate* of tuberculosis cases, by state — United States, 
2005" 
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"Per 100,000 population 
Data for 2005 are provisional 


FIGURE 2. Number and rate* of persons with tuberculosis (TB), 
by origin of birth and year — United States, 1993-2005" 


20,000 s No. of U.S.-born persons with TB 
No. of foreign-born persons with TB 
U.S.-born case rate 


Foreign-born case rate 


Number 





ol 


1993 


* Per 100,000 population 
Data for 2005 are provisional 


the foreign-born cases in 2005 were reported in persons from 
Mexico (1,930), the Philippines (826), Vietnam (576), India 
(563), and China (389). 

For 2005, and for the second consecutive year, more TB 
cases were reported among Hispanics than any other racial/ 
ethnic population. Among persons of a racial/ethnic minor- 
ity whose country of birth was known, 3,034 (95.9%) of 3,164 
Asians, 3,021 (75.4%) of 4,005 Hispanics, and 1,049 (26.7%) 
of 3,927 blacks with TB were foreign-born. During 2003- 
2005,°° TB rates declined in almost all racial/ethnic popula- 
tions; the decrease in rates was greatest in American Indians/ 
Alaska Natives (14.4%) and Asians (14.1%) (Table). 

For 2004, the most recent year for which complete drug- 
susceptibility data are available, 128 cases of MDR TB were 
identified, representing 1.2% of the 10,846 cases for which 
drug-susceptibility test results were reported. This marks a 
13.3% increase from the 113 MDR TB cases reported for 
2003, the largest 1-year increase since 1993. In 2004, 0.6% 
(31) of U.S.-born and 1.6% (97) of foreign-born patients had 
MDR TB. Approximately one half of the foreign-born MDR 
IB patients were from Mexico (25), the Philippines (11), and 
Vietnam (10). California accounted for 30.5% (39) of the 


MDR cases but 20.6% (2,993 of 14,516) of the total cases. 


he recommended length of drug therapy for most types of 


lB is 6-9 months. In 2002, the latest year for which treat 
ment data are complete, the percentage of patients for whom 
<1 year of treatment is indicated (J) and who completed 
therapy within | year was 81.8% for U.S.-born patients and 


81.2% for foreign-born patients. 





Reporting of official CDC TB s 


in 2003. A “Native 
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TABLE. Number and rate* of tuberculosis cases and percentage change, 


by race/ethnicityt and year — United States, 2003 and 20058 





2003 


Race/Ethnicity Rate 


2005 


Rate 


% Change 
2003-2005 


No. Rate 


U.S. population 





2003 





Hispanic 
Black 
Asian 
White 
Other’ 
Unknown 


Total 


? 580 
264 
107 

14,093 


14,848 5.1 


9.4 


10.8 
25.5 
1¢ 
40 


4.8 


2005 
39,901,601 42,762,377 
36,348 
12.471 ,2% 
198,305 
6,609,645 


-8.6 


2 35.577 295 
-14.1 
-8.0 
10.2 


-5.1% -6.9% 290,788,976 296,496,649 





* Per 100,000 population 


. Persons identified as white, black, Asian, or of other race are all non-Hispanic 


’ Data for 2005 are provisional 


Persons included in this category are American Indian/Alaska Native (2003, n 


Hawaiian or other Pacific Islander (2003, n = 63, rate 
per 100,000; 2005, n = 46, rate = 1.2 per 100,000) 


Reported by: R Pratt, \ 
National Center for H1\ 
Office) 


> J " 
Robison / Nat 171, 


S7D and 


Div of TB Elin 


IB Prevention; M Hlavsa 


EIS 
CD 

Editorial Note: After the unprecedented 1985-1992 resurgence 
in TB in the United States, the annual TB rate steadily decreased 
during 1993-2005; however, the decline has recently deceler- 
ated, raising concerns that the progress toward eliminating TB is 
slowing. The proportion of cases contributed by foreign-born 
persons has increased each year since 1993. If immigration pat 
terns continue, foreign-born persons will likely account for an 
increasing percentage of TB cases in the United States. 

From 2003 to 2004, the number of MDR 


increased 13.3%, marking the largest 1-year increase in MDR 


| B Cases 


I'B cases since 1993. A greater percentage of foreign-born than 
U.S.-born patients had MDR TB, likely reflecting exposure 
to TB in countries where rates of MDR TB are higher than in 
the United States. In 2002, the percentages of both U.S.-born 
and foreign-born patients for whom <1 year of treatment is 
indicated and who completed therapy within 1 year were simi- 
lar but fell short of the Healthy People 2010 target of 90% 
(objective 14-12) 

For the first time in 50 years, six new TB drugs will soon be 
tested in humans.** These drugs might reduce the duration 
of therapy by 30%-—70%, making treatment completion more 
likely, and might increase the probability of cure. If proven to 
be safe and efficacious, they will also provide additional 
options in the treatment of MDR TB. 

lo address the high rate of TB among foreign-born persons 
in the United States and the increasing proportion of cases 
they represent, CDC is collaborating with other national and 
international public health organizations to 1) survey foreign 


born TB patients in the United States to determine opportu- 





Additiona 


issets/document 


16.1 per 100,000; 2005 


Persons identified as Hispanic might be of any race 


178, rate 
n = 62, rate 


8.2 per 100,000; 2005, n = 156, rate = 7.0 per 100,000); Native 
15.3 per 100,000); and multiple race (2003, n = 40, rate = 1.1 


nities for improving prevention and control interventions, 2) 
test recent arrivals from high-incidence countries for latent 
IB infection and treat them to completion, 3) optimize coor 
dination of TB-control activities between the United States 
and Mexico to ensure completion of treatment among TB 
patients who travel back and forth across the U.S.-Mexican 
border, 4) strengthen the current notification system that alerts 
local health departments about the arrival of immigrants or 
refugees who have suspected TB, 5) enhance TB diagnostic, 
laboratory, and treatment capacities in host countries and sites 
where migrant populations are screened, and 6) improve over 
seas screening of immigrants and refugees by systematically 
monitoring, evaluating, and updating screening regulations, 
guidelines, and operations. CDC also continues to collabo- 
rate with international partners, including the Stop TB Part- 
nership (http://www.stoptb.org), to strengthen TB control in 
countries with high TB incidence. 

\ disproportionately large number of TB cases are reported 
among blacks, most of whom were born in the United States 
(9). To address the high rate of TB in blacks in the United 
States, during 2002-2005, CDC funded three demonstration 
projects (in Chicago, Illinois; Georgia; and South Carolina), 
in collaboration with state and local health departments, that 
identified innovative strategies for improving TB diagnosis, 
screening, and treatment adherence in communities with black 
persons at high risk. CDC is also conducting a formative re- 
search and intervention study in collaboration with the Re 
search Triangle Institute to 1) examine barriers to 
health-seeking behaviors and treatment adherence for blacks 
with TB or at risk for TB, 2) determine barriers to TB-guide- 
line adherence among health-care providers who serve this 
population, 3) develop and test interventions to overcome 
identified barriers, and 4) improve partnerships and collabo 
rations among TB programs and providers and organizations 


serving this population. 
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Despite these targeted measures to control TB, the recent 
deceleration of the decline in the TB rate indicates a need for 
improved case Management and contact investigation, inten- 
sified testing of populations at high risk, better treatments 
and diagnostic tools, improved understanding of TB trans 
mission, and continued collaborative measures with othe 
nations to reduce TB globally. These measures are required 
for complete implementation of the Institute of Medicine's 
recommendations for eliminatins 


¢ TB in the United States (/0). 
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Increased Use of Colorectal 
Cancer Tests — United States, 
2002 and 2004 


Colorectal cancer is the second leading cause of cancer- 


related death (after lung/bronchus cancer) in the United States 
(7). In 2002, a total of 139,534 adults in the United States had 
colorectal cancer diagnosed, and 56,603 died* (/). The U.S. 
Preventive Services Task Force and other national organizations 
recommend that adults aged >50 years be screened for colorectal 
cancer with one or more of the following tests: fecal occult blood 
testing (FOBT) every year, sigmoidoscopy or double-contrast 


barium enema every 5 years, or colonoscopy every 10 years 
2-4). To estimate current rates of use of colorectal cancer screen- 


ing tests and to evaluate changes in test use, CDC compared 
data from the 2002 and 2004 Behavioral Risk Factor Surveil- 


lance System (BRFSS) surveys (5). This report describes the 


results of that comparison, which indicated that the proportion 


of BRFSS respondents reporting use of FOBT and/or sigmoi- 
doscopy or colonoscopy had increased overall from 2002 to 


2004. Measures to increase awareness and encourage regular 


colorectal cancer screening must be continued to reduce mor 
taliry from colorectal cancer. 


In 2004, a total of 49 states’ and the District of Columbia 


DC) participated BRFSS, a state-based, random-digit 


dialed telephone survey of the noninstitutionalized, U.S. 
civilian population aged >18 years. Interviewers asked 146,794 
participants aged >50 years whether they had ever had a blood 


stool test using a home test kit (i.e., FOBT), whether they 


| ] 
had evel had a SIZMOIGOSCOPY OI colonoscopy, and when 
the lareecr ft } 


the latest test had | 


been performed. Respondents who refused 

to answer a question O! did not know the answer! toa question 
; ly 2 verall) wer luded from anal - 

approximately 5'% overal vere excluded from analysis of the 


specific question. Aggregated percentages and 95% confidence 
intervals were calculated 


Results from the 2004 BRFSS survey were compared with 
results from 2002. Data were weighted to the sex, racial/ethnic, 
and age distribution of each state's adult population using 


intercensal estimates and were age-standardized to the 2000 


U.S. standard population. The median state CASRO respons« 
rate for the entire survey was 52.7% (range: 32.2% in New 
Jersey to 66.6% in Nebraska Survey questions and response 
options were identical for the two surveys. In both 2002 and 
2004, respondents were asked if they had ever used a “special 
kit at home to determine whether the stool contains blood 


FOBT),” whether they had ever had “a tube inserted into rhe 
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rectum to view the colon for signs of 
cancer or other health problems (sig- 
moidoscopy or colonoscopy), and 
when these tests were last performed. 
For this report, sigmoidoscopy and 
colonoscopy are described as “lower en 
doscopy.” Percentages were estimated 
for persons aged >50 years who 
reported receiving an FOBT within 
| year preceding the survey and/or 
lower endoscopy within 10 years pre- 
ceding the survey. Because BRFSS does 
not differentiate between sigmoidos- 
copy and colonoscopy, the surveillance 
period used was 10 years, the recom- 
mended interval for colonoscopy. 

In 2004, 57.3% of adults aged > 50 
years reported having had an FOBT 
within | year preceding the survey 
and/or a lower endoscopy within 10 
years preceding the survey (Table), 
compared with 54.4 % in 2002 (5). The 
proportion of persons aged >50 years 
who had received FOBT within 1 year 
preceding the survey declined to 18.7% 
in 2004 from 21.8% in 2002; however, 
the proportion who reported receiving 
lower endoscopy within the 10 years 
preceding the survey increased to 
50.6% in 2004 from 45.2% in 2002. 

By state, the proportion of respon- 
dents who reported having had an 
FOBT within | year preceding the sur- 
vey and/or lower endoscopy within 10 
years preceding the survey ranged from 
+7.9% in Mississippi to 68.2% in Min- 
nesota (Table). Among states/areas that 
participated in both surveys, 14 states 
and DC determined that >60% of per- 
sons reported having had an FOB] 
within | year preceding the survey and/ 
or a lower endoscopy within the 10 
years preceding the survey, compared 
with seven states and DC in 2002 
(Figure). 

Reported by: LC Seeff, MD, ] King, MPH, 
LA Pollack, MD, KN Williams, MA, Div of 
Cancer Prevention and Control, National 
Center for Chronic Disease Prevention and 


“ 
Health Promotion, CD( 


TABLE. Percentage of respondents aged >50 years who reported receiving a fecal 
occult blood test (FOBT) within 1 year and/or a lower endoscopy* within 10 years, by 
state/area — Behavioral Risk Factor Surveillance System, United States, 2004T 
FOBT within 1 yr 
and/or lower endoscopy 
in preceding 10 yrs 

No. of 

respondents % 





Lower endoscopy 
FOBT in preceding 

within 1 yr 10 yrs 
State/Area % (95% Cl) % (95% Cl) (95% Cl) 
United States 18.7 (18.3-19.1) 50.6 (50.1-—51.1) 142,032 57.3 (56.8-57.8) 
Alabama 17.4 (15.4—19.3) 47.0 (44.4-49.6) 55 53.2 (50.7-55.8) 
Alaska 10.8 (8.2-13.4) 49.9 (45.5-54.4) 54.4 (49.9-58.8) 
Arizona 21.8 (19.0-24.6) 47.3 (44.1-50.6) 55.8 (52.5-59.2) 
Arkansas 16 (14.8-18.2) 42.7 (40.4—44.9) y ; 49.2 (46.9-51.5) 
California 15 (13.3-17.0) 51.2 (48.5-53.9) 55.9 (53.3-58.6) 
Colorado 23.9 (21.8-26.0) 47.5 (45.1-49.9) 2,67 56.9 (54.5-59.3) 
Connecticut 22 (20.4—23.7) 60.0 (58.0-62.0) 2 66.5 (64.6-68.4) 
Delaware 3 (15.9-20.3) 58.0 (55.1-60.8) 97 62.7 (59.9-65.5) 
District of Columbia 7 (24 60.2 (56.9-63.6) y 66.5 (63.3-69.8) 
Florida (19.7- 51.7 (49.6-53.9) x 59.4 (57.3-61.6) 
Georgia | (16.3-20.3 50.4 (47.7-—53.0) 2,292 57.4 (54.8-60.1) 
Hawaii‘ : - 
Idaho 
Illinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 











(11.8—1§ 44.1 (41.9-46.4) 479 49.9 (47.6—52.1) 
(15.5-19.5 4 (42.2—47.4) 836 52.2 (49.6-54.8) 
(44.0-47.9) 95¢ 53.0 (51.0-54.9) 
(46.0—50.3) 56.9 (54.8-59.1) 
(44.1—47.4) x 55.1 (53.4—-56.7) 
(42.2-46.9) 3,36 51.6 (49.2-54.1) 
(40.1—43.9) 56 52.1 (50.2-54.0) 
(53.3-58.3) 65.9 (63.5-68.3) 
(57.8-62.9) 66.6 (64.1-69.0) 
(56.5-60.5) 66.2 (64.2-68.1) 
(54.9-59.1) 63.7 (61.6-65.7) 
(61.6-65.9) 68.2 (66.1—70.3) 
(39.7—44.0) 47.9 (45.7-50.1) 
(46.7—51.9) 55.7 (53.1-58.2) 
(46.0-50.6) 55.9 (53.7-58.2) 
(40.0—43.6) 51.4 (49.6-53.2) 
(38.2—45.4) 49.6 (46.1-53.2) 
(56.5—-60.8) 67.3 (65.3-69.3) 
(51.6-54.6) : 58.8 (57.3-60.2) 
(45.1—49.1) 54.8 (52.8-56.7) 
(51.4-55.8) [32 59.9 (57.8-62.1) 
(51.0-53.8) 27° 62.2 (60.9-63.6) 
(46.3-51.7) 451 53.5 (50.8-56.2) 
(46.0-52.5) < 54.9 (51.6-58.1) 
(39.8—43.3) 3,5 49.2 (47.4—51.0) 
(48.6-52.8) E 57.8 (55.7-59.9) 
(47.2-51.1) 3,065 55.6 (53.7—57.5) 
(56.6-61.5) 67.9 (65.6-70.3) 
(50.4—54.2) 58.3 (56.5-60.2) 
(45.2-48.9) 3 54.5 (52.6-56.4) 
Tennessee (18.6—23.3) (45.8-51.4) 82 56.6 (53.8-59.4) 
Texas (14.3-17.5) (42.6—47.0) 2 50.9 (48.7—53.1) 
Utah (13.8-17.6) 52.1 (49.6-54.6) 57.8 (55.3-60.3) 
Vermont (18.3-21.2) 55.5 (53.7-57.3) , 63.4 (61.6-65.1) 
Virginia 18.2 (16.1-20.3) 56.5 (53.9-59.1) 62.5 (59.9-65.1) 
Washington 23.0 9-24.1) 54.2 (52.9-55.5) 992 60.9 (59.6-62.2) 
West Virginia 19.9 7.8-22.0) 42.3 (39.8-44.7) 51.6 (49.1-54.1) 
Wisconsin 19.5 : 55.4 (53.0-57.9) 1,9 61.2 (58.8-63.6) 
Wyoming 12.9 4. 45.3 (43.0-47.6) 2,028 50.9 (48.5-53.2) 
* Sigmoidoscopy or colonoscopy 
. Age-standardized to the 2000 U.S. standard population 
Confidence interval 

No data available 
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(15.8-19.6) 
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(26.2-—30.8) 
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(18.6—22.1) 
(15.7-19.1) 
(12.6-—15.7) 
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Oregon 1 (18.4-21.8) 
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South Carolina 2 (15.7-18.6) 
South Dakota 5 (17.0-20.0) 
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FIGURE. Percentage of adults aged >50 years who reported receiving a fecal occult blood test within 1 year and/or a lower endoscopy* 
within 10 years, by state/area — Behavioral Risk Factor Surveillance System, United States, 2002 and 2004" 





2002 





2004 








Editorial Note: The findings in this report indicate that the 
number of states/areas where >60% of the population have 
been screened for colorectal cancer nearly doubled, from eight 


in 2002 to 15 in 2004. Although this increase in reported use 


of colorectal cancer tests is encouraging, use of tests for 


, —_ ; 
colorectal cancer continues to lag behind use of mammogra- 
. . ) ] , ‘ 1 p 1 . 
phy and Papanicolau smear tests for breast cancer and cervi 


al cancer, respectively (6). In 2002, the rate of death from 


the United States was 19.6 per 100,000 


colorectal Can 


persons (/). Healthy Peo 2010 objective 3-5 calls for reduc 


a “2 


: 
ing the colorectal can 1 rate from a baseline of 


per 100,000 in 1998 te lo achieve this national 


VC 


health objective, further g nm colorectal cancer screening 


Ii } | 

will be requirec 
i 

I} ' 004 likely 1b trril | 

he increases Z2UU04 likely can be attributed 


greater } 


b 


activities Dy th nedical publ heaith communities, 


yubli iwaren its importance resulti lig from 


including encourag regular screening 


extensive 


’ ; 
research into screening colorectal cancer awareness cam 


paigns, Medicare adoption (since 2001) of coverage for all 


}. J 1 
recommended colorectal cancer screening tests, adoption (in 


2004) of a Health Plan Employer Data and Information Set 


HEDIS) measure to encourage health plans to cover colorectal 
cancer screening tests (8), and establishment of screening pro- 


grams in Cel 





Che findings in this report are subject to at least four limi- 


tations. First, the results might overestimate actual colorectal 
cancer screening rates because 1) BRFSS does not determine 


the indication for the test (i.e., screening versus diagnostic 
use), and assessment of use of lower endoscopy within 
10 years included persons who had a sigmoidoscopy more 
than 5 years preceding the survey and, therefore, were not 
compliant with screening recommendations. Second, because 
the survey is administered by telephone, only persons with 
land-line telephones are represented in the analysis. Third, 


responses are self reports and not validated by medical record 


( 


review. Finally, the survey response rate was low (52.7%). 


: | | . . - 
Io increase colorectal cancer screening, in August 2005, 


rat 


i . 4 
CDC awarded cooperative agreements to five sites* to estab 


lish colorectal cancer screening demonstration programs fo! 
low-income U.S. men and women aged >50 years who have 
inadequate or no health insurance coverage for colorectal can- 
cer screening. Screening services in these programs are expected 
to begin by early April 2006. CDC also provides funding to 
21 state programs to implement specific colorectal cancer pre 
vention strategies through National Comprehensive Cancer 
Control Program (NCCCP) initiatives.** In addition, CD¢ 


recently funded the Cancer Research and Prevention Founda 
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tion to assist 14 states in colorectal 


These conferences 


cancer Dialogue for Action conference. 


| 
, C10 ; 
are designed 


to encourage attendees to worl 

health-care systems, and the public to 

colorectal cancet screening in their states. CDC continues the 
Screen for Life: National Colorectal Cancer Action Campaign 


| a | ll > 
to promote colorectal Cancer screening among all persons aged 


I hi 
SO years and encourage to discuss screening options 


1 ° 1 1.1 ° 
with their health-care prov 


ae a : ' = 
An estimated 50%-—60% of colorectal cancer deaths might 
j 


‘ P — 
be prevented if all persons aged >50 years were screened rou 
tinely : however, colorectal cancer screening test use 


slow to increase. Coordinated activities by CD¢ 

{ local health departmer id lical init) 
and local heaith departments, and the medical community to 

1 1 1 ] 1* 1 1 
raise awareness about the burden of this disease, address bat 
1 14 
9, and promote use of screening tests should 
1, | f; t 


| , , 
ath ty) | , ' ' 
reauce deatns {rol colorectal cancer. 
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Update: Influenza Activity — 
United States, March 5-11, 2006 


During March 5-11, 2006,* the number of states report 
ing widespread influenza activity’ remained at 25. Sixteen 
states reported regional activity, three reported local activity, 
and six reported sporadic activity (Figure | 
he percentage of specimens testing positive for influenza 
increased in the United States overall. During the preceding 3 
weeks (weeks 8-10), the percentage of specimens testing posi 
tive for influenza ranged from 36.8% in the East North Cen 

| region to 11.1% in the Pacific region. During this period, 


’.6% of isolates from the Mountain region have been influ 





FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
March 5-11, 2006 














vity are 1) widespread: outbreaks of influenza or increases 
enza-like illness (ILI) cases and recent laboratory-confirmed influ 
nza in at least half the regions of a state; 2) regional: outbreaks of influ- 
nza or increases in ILI cases and recent laboratory-confirmed influenza 
but less than half the regions of a state; 3) /oca/: outbreaks 

or increases in IL! cases and recent laboratory-confirmed 

1 a single region of a state: 4) sporadic: small numbers of 

e onfirmed influenza cases or a single influenza outbreak 
reported but no increase in cases of ILI; and 5) no activity 
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) 


enza B. The influenza B isolates reported from this region 


accounted for 41.1% of the 


B isolates reported during this 
time period. Other regions reporting more than 30.0% of 
recent isolates as influenza B include the West North Central 
ind West South Central regions. The percentage of outpa 

visits for influenza-like illness (ILI)$ during the week 


] 1 1 «“* 1 
| ains above the national baseline.** The 


ge of deaths attributed to pneumonia < nd influenza 


epidemic threshold for the week ending 


Laboratory Surveillance 
During March 5-11, World Health Organization (WHO 
National 
NREVSS) laboratories in 


) 
Respiratory and 


> GA cr _— 4 +l, 
», 2946 specimens fo! influ 
, 


were positive. Of these, 


+3 were influenza A 
\ viruses that were not 

6 viruses 
ind NREVSS laboratories 
viruses, of which 


Qg2 1 , 
6935 (91.2 were 


P&I Mortality and IL! Surveillance 


) r} , dine | Rr] 


Viarc rAXl ace 





FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


ons above the seasona 


€ seasonal baseline is projected using ust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&I during the preceding 5 years 


4 


FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 
United States, 2003-04, 2004-05, and 2005-06 influenza seasons 


Pediatric Deaths and Hospitalizations 
During October 2, 2005—March 11, 2006, CD¢ 
reports of 16 influenza-associat 
18 years. Fourteen of the deat! 
influenza season, and two 
influenza season. 
During October 1, 2005—March 


] } f ' i onl ’ 
woratory-contirmes 
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reported by the Emerging Infections Program EIP | 


hil 

dren aged 0-17 years was 0.60 per 10,000. For children aged 

0—4 vears and 5—17 years, the rate was 1.44 per 10,000 and 
19 


ror ¢ 


a 


per 10,000, respectively. During October 30, 2005 


March 4, 2006, the preliminary laboratory-confirmed influ 


enza-associated hospitalization rate for children ized O—4 vears 


‘ rr , «@ 4 
in the New Vaccine Surveillance Network NVSN) was 2.1 
10.000. 


Human Avian Influenza A (H5N1) 
No human avian influenza A (H5N1 


he United States. From December 2003 


irus infection has 


er been identified in t 





through March 21, 2006, a total of 184 laboratory-confirmed 
h 


human avian influenza A (H5N1) infections were reported to 
WHO from Azerbaijan, Cambodia, China, Indonesia, Iraq, 
Chailand, Turkey, and Vietnam.*** Of these, 103 (56%) were 
fatal (Table). This represents an increase of seven cases and 
five deaths in Azerbaijan since March 13 and the first human 
infections with avian influenza A (H5N1 


reported in 
\zerbaijan. The majority of infections appear to have been 


acquired from direct contact with infected poultry. No evi- 
dence of sustained human-to-human transmission of HSN1 
has been detected, although rare instances of human-to 


human transmission likely have occurred (/ 





Reference 


\ 


:s > 
d 200 


TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World Health 


Organization, by country — worldwide, 2003—2006* 





Year of onset 





2003 2004 
No. of No. of 
cases Deaths cases Deaths 


2005 2006 Total 





No. of 
cases 


No. of 
cases 


No. of 


Deaths cases 


Deaths Deaths 





7 5 
4 4 
15 10 
29 22 
2 2 
22 14 
12 4 
93 42 





Notice to Readers 


National Colorectal Cancer 
Awareness Month 


observanc 


Importance 


lessened through regular screening, which has been shown to 


reduce incidence and mortality 
CDC directly supports National Colorectal Cancer Aware 


ness Month through its Colorectal Cancer Prevention and 


Control Initiative, which includes “Screen for Life: National 
Cancer Action Campaign” (SFI 


] 


] 
to colorectal Cancel 


, research related 


prevention and control, and activities 
it increasing colorectal cancer screening. In addition, 


through its National Comprehensive Cancer Control Program, 
DC funds state-based programs to better maximize resources, 
mprove community-based education and health promotion, 


expertise, and effectively target at-risk populations. This 


e funded states implementing colorectal cancer pre 


and control activities include Alabama, Arkansas, 
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Colorado, Georgi 1, Kentucky, Louisiana, adults who live longer, high-quality, productive, and indepen 


vland, Massach higan, New Mexico dent lives (http://www.cdc.gov/about/goals). Additional 
information regarding the SFL campaign and CDC's national 
colorectal cancer prevention programs is available at http 

CDC's 


8 prehensive cancel ONTrol | Oram IS ay uilable if het 


www.cdc.gov/colorectalcancer. Information regarding 


y 
D: 
r 


ac. gov/cancer/ nccct 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of U.S.-Born and Foreign-Born Adults Aged 
>18 Years Reporting Selected Health Risk Factors 
and Conditions* — United States, 1998-2003" 


\¢ a 
4 r 


ele} UU 


ina Cardiovascular disease 


was greater among U.S.-b ad nat eic rn population was younger 
> cy | 9\ > |} , Tall | | f oO I r n r f acc Vala" Ta salth nar 
less likely to nave a nigf f e ind had less access to health care 


During 1970-2002, the nur 


of ri+ MA ain 
eerola i < 


United States increased more than 


SOURCE: Dey AN, Lucas JW. Physical and mental health characteristics of U.S. and foreign-born 
; 1 ne salth statistics: no. 369. Hyattsville, MD: US 


adults, 1998-2003. Advance data fr vital a sta 
th and | 1S ces, CDC Ja enter for Health Statistics; 2006 


Jepartment 
partme 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending March 18, 2006 (11th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 (11th Week)* 





Chiamydia' 


Coccidioidomycosis 


Cryptosporidiosis 





Previous 
Current 52 weeks Cum Cum 


Reporting area week Med Max 2006 2005 


Current 
week 


Previous 


52 weeks Cum 


Med Max 2006 


Cum 
2005 





Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 12,019 18,575 y 166,31 199.9 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


Ka 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 
(11th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2006 2005 week Med Max 2006 2005 


United States 1 re 19 3,943 6.256 8.161 58,925 67,46¢ 36 3 88 


416 f f 432 








New England } 1 ~ 1 281 889 





Mid. Atlantic 


Mountain 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 


(11th Week)* 





Hepatitis (viral, acute), by type 





A 


B 


Legionellosis 





Previous 
Current 52 weeks 


Reporting area week Med Max 


Previous 


Cum Cum Current 52 weeks 





Previous 


—22weeks = Cum 
Med _Max 2006 





United States ¢ 78 19 


New England 
via ne 


ssachusetts 


2»w Hampshire 


VVIS 


W.N. Central 


Kar 
Minne 
AA 

A 

Vakota 


S. Atlantic 


Aware 


ia 


E.S. Central 


A i 


nnessee 


W.S. Central 


exas 


Mountain 


A 


2006 2005 week Med Max 


692 869 31 6 


104 
4 


a V1 228 


9 


4 





a har 
Northern Ma 


reported cases 
ears 2005 


anne Alot 
rough the Nat 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 
(11th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week Med Max week Max 











United States 103 30 
New England 


Central 


W.N. Central 


E.S. Central 


7 t k 


W.S. Central 


ia) 
NM 


exa 


Mountain 


Onn @On---— 


ooooo°c”o°o-— 


Pacific 


Alaska 


oo 





1onwealth of Northern Mariana Islands 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jata for reporting years 2005 and 2006 are provisional 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 
(11th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 


Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 17 21 67 259 














New England 


Mair 
Via € 
r + 
Viassachusett 


shire 


E.S. Central 


W.S 


kar 


Central 


Mountain 


Pacific 


Alaska 














322 


MMWR 


March 24, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 


(11th Week)* 





Rabies, animal 


Rocky Mountain spotted fever 


Salmonellosis 





Previous 
52 weeks 
Med Max 


Cum 
2005 


Cum 
2006 


Current 


Reporting area week 





Previous 
52 weeks 
Med Max 


Cum 
2005 


Cum 
2006 


Current 
week 


Previous 
52 weeks 
Med Max 


Current 
week 


Cum Cum 


2006 





United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


34 38 255 11! 





Med: Med 


Gian 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 
(11th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States ) 48 221 136 25 77 82 497 1.665 84 8 











New England 


Mid. Atlantic 


E.N. Central 


OF 


W.N. Central 


E.S. Central 


Kent - 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 
(11th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 





Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 





W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 18, 2006, and March 19, 2005 


(11th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Previous 
52 weeks 
Med Max 


Current 
week 


Cum 


Reporting area 2006 


Non-neuroinvasive 





Current 


week 


Previous 


52 weeks 


Med 


Cum 


Max 2006 


Cum 
2005 





United States 
New England 


Mid. Atlantic 


vew Y 


E.N. Central 


E 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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lil, Deaths in 122 U.S. cities,* week ending March 18, 2006 (11th Week) 
~ r 
| li causes, by age (years | | All causes, by age (years) 
| au | 
Ages | 





Reporting Area | 





S. Atlantic 


E.S. Central 


W.S. Central 


kK 


Mountain 


Pacific 


Total 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals March 18, 2006, with historical data 
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